Mrs H S, aged 53, housewife History: Nine months ago, onset of paresthesixe of both upper limbs and spine from neck to sacrum. Four and a half months ago, onset of epigastric pain, dysphagia for solids, and vomiting after food. Four months ago, admitted to hospital with a three-day history of left facial palsy and slight hoarseness of voice.
On examination: Overweight. Husky voice. Irregular pyrexia to 99-50F. Blood pressure 190/ 100. Spleen just palpable. Complete left facial palsy of lower motor neurone type, partial, paralysis of left palate, vocal cords normal, all deep reflexes absent except ankle-jerks. No objective sensory loss, but she complained of numbness of finger-tips. Ophthalmological examination normal (Mr Peter Gardiner).
Investigations: Hb 92%. WBC 6,400 (normal differential). ESR 6 mm in 1 hour (Westergren). Urine: no albumin or sugar, much acetone. Serum proteins: albumin 5 3, a,-globulin 0-28, a2-globulin 0X63, n-globulin 0-68, y-globulin 0-84 g/100 ml. Serum calcium 10 mg/100 ml. Serum alkaline phosphatase 11 K-A units.
Chest X-ray: both hilar shadows considerably enlarged, widening of mediastinum; some infiltration of lung fields, mainly in upper zones. Barium swallow: no intrinsic abnormality of cesophagus, which was slightly compressed in its middle third by what appeared to be a glandular mass. X-rays of cervical spine and hands negative.
Lumbar puncture: clear fluid, pressure 98 mm, Quieckenstedt negative. CSF: lymphocytes 4, polymorphs 1 per c.mm; protein 150 mg/100 ml;
Lange 1111 100000.
Progress: On admission to hospital she was kept in bed. The paresthesie regressed, the facial palsy began to recover, and the dysphagia and vomiting ceased within a few days. After four weeks she was discharged with a residual 50% left facial palsy but no other disability. One month later excruciating neuralgia developed, extending from the left nostril to the left temporal region and with aching of the left upper gum. The pain kept her awake at night and did not respond to analgesics. When she was seen one week later, she was obviously in severe pain and the left cheek was hypereesthetic.
Treatment was begun with prednisolone 5 mg t.d.s. The neuralgia disappeared within two or three days and the facial palsy recovered almost completely within a week, leaving only an inability to whistle. She has remained well taking prednisolone 5 mg b.d. A chest X-ray (10.10.63), one month after beginning treatment, showed slight lessening of the pulmonary infiltration but no diminution in the hilar enlargements.
Disciussion
The two unusual features in this case are: (1) Dysphagia and vomiting for which no reason could be found other than compression of cesophagus by mediastinal glands. (2) Trigeminal neuralgia presumably due to involvement of the nerve by sarcoidosis. This must be very rare, if not unique.
Erythema Multiforme with Renal and Myocardial Injury Arnold Bloom MD MRCP and T W I Lovel MA BM
A 17-year-old schoolboy presented in May 1963 with a florid rash of two days' duration. Four weeks earlier he had had a sore throat and a cough. Four days before admission he had felt stiffafter exertion, and then developed a headache and slight fever for which he took aspirin. No other drugs had been used before the rash appeared.
